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Letters to the Editorparticular, current smokers versus
former smokers and lifetime non-
smokers. (2) Information on intraoper-
ative recruitment maneuvers was not
reported. Such maneuvers may
have implications during the periope-
rative period. (3) Atelectasis was
diagnosed clinically and not by a
radiologist, and possible influences of
preoperative and postoperative
factors were not taken into account.
We have responses to these points.
First, our trial was randomized.
This created intervention and control
groups that were balanced with regard
to demographic, anthropometric, and
respiratory factors. Randomization
does not rule out effect modification
(point 1); however, it does ensure
that an overall treatment effect is not
biased (point 3).
Second, subgroup analyses are
controversial. International guidelines
focus on prespecified subgroup ana-
lyses to avoid selective reporting.1
Our trial was not powered to detect
subgroup effects, and we did not
specify any in advance other than
preoperative chronic obstructive pul-
monary disease (we originally aimed
to stratify by chronic obstructive
pulmonary disease, but there were
insufficient patients with this comor-
bidity). If we were to carry out
subgroup analyses, the findings would
be very difficult to interpret. Failure to
demonstrate statistical significance
might well be due to low power,
whereas observation of statistical
significance might well be due to
chance. For example, Esquinas and
colleagues mention the potential influ-
ence of body weight: 17 patients
with body mass index greater than
30 kg/m2 had bilevel positive airway
pressure, whereas 17 had usual care.
Third, our trial was designed
pragmatically to estimate the effect
of bilevel positive airway pressure
in a real-life setting. Noninvasive
ventilation was applied for a median
of 11 hours. In the trial, as in usual
care, ‘‘lung recruitment’’ (point 2)
typically constituted lung reexpansion1300 The Journal of Thoracic andand the application of positive end-
expiratory pressure. Assessment of
atelectasis by the senior clinical team
was also pragmatic (point 3). From a
specialist respiratory perspective,
such assessment might be considered
insensitive; however, it reflected
accurately the information on which
management decisions are made in
practice. Moreover, we did show a
substantial difference in atelectasis
frequency; better sensitivity would
be expected to increase, not decrease,
the observed difference.
Finally, we would like to point out
that their summary of the findings of
our trial ignores our primary outcome
(prespecified in our analysis plan) and
our explanation of the reason for
failing to observe differences between
groups in predicted forced expiratory
volume in 1 second and other
outcomes that one would expect to
differ. As we acknowledged and tried
to explain in the article, we had
expected the respiratory outcomes to
parallel the clinical ones. Because
this expectation was not met, we rec-
ommended a larger multicenter trial
at the end of our Discussion section.
This is one point on which we agree.
Just as one swallow doesn’t make a
summer, one trial by itself very rarely
brings about (or warrants) a change in
practice. We recommended that a
larger multicenter, randomized trial
of bilevel positive airway pressure be
carried out to decide whether the
promise suggested in our trial can be
substantiated.
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REPLACEMENT IN THE
PRESENCE OF MASSIVE
CALCIFICATION
To the Editor:
I was pleasantly surprised to read
the novel technique reported by Hus-
sain and colleagues.1 I reported on
the technique used at the All India
Institute of Medical sciences way
back in 1988,2 which my group used
when confronted with a heavily calci-
fied mitral annulus.We used a piece of
autologous pericardium to cover the
raw surface of the brittle and sandy
remnant after limited debridement of
calcium and to prevent calcific
emboli. This patient was followed up
and seen again in 2001, at which
time I reported the favorable result
of 13 years free of embolism.3 He
was last seen in 2009 and was well.
Others4 have also reported the suc-
cessful use of this technique.13
Letters to the EditorAlthough Hussain and colleagues’
technique1 is indeed novel, it compli-
cates mitral surgery by the need for
aortic approach and adds a consider-
able amount of foreign material. It is
indeed surprising that our publications
have not been referred to in their
article.
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We thank Dr Kumar for his com-
ments and appreciate the opportunity
to clarify the objectives of our tech-
nique.1 We also acknowledge the tech-
nique described by Dr Kumar with
autologous pericardium in a patient
with severe mitral annular calcification
and his favorable results at 13 years of
follow-up.2,3 Because the Journal
limits references in reports on surgical
technique to 5, we were unable to
acknowledge this case report as well as
the work of others who have published
about mitral annular calcification.
Dr Kumar’s technique focuses on
avoiding calcium embolization,
whereas ours focuses on prosthetic
valve size, prosthesis seating, and
avoiding periprosthetic leak. We
debride calcium until it is possible to
implant a prosthesis of acceptableThe Journalsize. The polytetrafluoroethylene felt
washer sandwiched between the
annulus and prosthesis1 is an extension
of the sewing ring, making it generous
and soft, to distribute stress more
evenly on all sutures and to help pre-
vent periprosthetic leakage with softer
tying of the sutures.Webelieve that our
approach also reduces the risk of atrio-
ventricular disruption or ventricular
rupture and valve dehiscence.
Although we agree that the amount
of foreign material should be mini-
mized, the risk of infection is very
low. Interestingly, Dr Kumar and his
group4 used polytetrafluoroethylene
felt instead of standard annuloplasty
rings in 710 of 818 patients who un-
derwent mitral valve repair and re-
ported only 3 cases of infective
endocarditis at a mean follow-up of
44.9  33.2 months. We have seen
no cases of endocarditis and 1 minor
perioperative stroke in our series. It
is possible that Dr Kumar’s concept
of covering the raw, debrided area
with autologous pericardium reduces
the risk of embolism; however, this re-
mains to be proved. Of course, the
techniques could be combined.
Use of an annulus washer when re-
placing the mitral valve does not
require an aortotomy. The aortotomy
is added when there is a large amount
of calcium on the ventricular side of
the annulus anteriorly and in the areas
of the two trigones, because this al-
lows exposure of these areas and facil-
itates debridement of calcium and
placement of valve sutures. The aor-
totomy does not complicate the opera-
tion; rather, it makes it easier, faster,
and safer.
We greatly appreciate the oppor-
tunity to address the queries in
Dr Kumar’s letter.
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j.jtcvs.2013.07.010SURGICAL MANAGEMENT OF
CEREBRAL MALPERFUSION
WITH ACUTE TYPE A AORTIC
DISSECTION
To the Editor:
Wereadwith great interest the article
byAbe and colleagues1 about aortocar-
otidbypass surgery formalperfused left
carotid artery complicated by acute
aortic dissection. Their patient was a
57-year-oldmanbrought to the hospital
with right hemiparesis and loss of con-
sciousness. Computed tomography of
the chest showed acute type A aortic
dissection, and the left carotid artery
was occluded by a thrombosed false
lumen. First, they performed the ringed
graft anastomosis to the left common
carotid artery. Then, this patient under-
went ascending aorta replacement un-
der hypothermic circulatory arrest and
selective cerebral perfusion. After
that, the ringed graft was anastomosed
to prosthetic graft. The patient recov-
ered well without any neurologic
deficit.
We saw a similar type of acute
aortic dissection. A 41-year-old many c Volume 146, Number 5 1301
